I NTERRUPTION O F THE CIRCULATION TO
important organs such as the brain, spinal cord, and kidneys, for relatively short periods of time may result in irreversible cerebral damage, paresis of the lower limbs and anuria. Vascular resection and graft replacement should be completed within the time limit or circulation to the vital organs must be maintained in some other way, such as temporary shunting techniques with or without the use of hypothermia or a pump. This is also true for peripheral vessels affected by obliterative arteriosclerotic changes with impaired blood supply to the organ. Interruption of the circulation to poorly supplied organs, even within the proposed time limit, may be complicated by gangrene.
New clamps and special tubes have been devised that may be applied to any vessel. Vascular replacement and graft anastomosis can be performed while maintaining continuous flow. Interruption of the blood supply to the organ is brief, averaging one to three minutes, while the prosthesis is applied or removed.
Apparatus
The method employed in this procedure makes use of a special prosthesis ( Fig. 1 
Procedure
The left thoracic cavity is entered through the sixth intercostal space. The lung is retracted medially and the descending thoracic aorta is exposed. The upper seven intercostal arteries are dissected free, doubly ligated and divided. A straight Potts clamp is applied proximally and another distally with complete interruption of the blood flow and a segment of the aorta is excised. The metallic tube, around which the Teflon graft has been mounted in such a way that the graft will occupy the central portion of the tube, is then applied. The end of the tube is passed through the cut end of the aorta and the ring clamp secured in place around this vessel. The same procedure is applied distally. The distal and proximal Potts clamps are then removed, allowing the blood to flow through the tube. The Teflon graft is anastomosed to the aorta using three interrupted stitches followed by continuous running 5-0 silk sutures. The whole circumference is sutured except for one-third, anteriorly, either proximally or distally depending on the favorable location at the time when the tube is removed. Two Potts clamps are applied, one proximally and one distally with complete occlusion of the blood flow and the ring clamps are removed. The metallic tube is grasped with a Kocher clamp and extruded through the unsutured opening. The remaining portion of the unfinished anastomosis is then sutured using continuous silk. The distal Potts clamp is now removed resulting in retrograde flow of blood proximally. This allows any air at the graft site to pass through the Teflon mesh and prevents air embolism distally. The proximal Potts clamp is then removed.
Experiments were made on 17 mongrel dogs (Table 1 ) . One dog died from empyema and fulminating sepsis and another from bilateral pneumothorax. Postmortem examination of both dogs showed the graft to be patent and the sutures in good posi- complications. ECG and EEG findings were normal during and after the completion of the procedure. Aortograrns (Fig. 3) showed the graft to be in excellent position, without narrowing or distortion at the anastomosis site and with perfect flow distally.
The results of resection and Teflon graft replacement of the descending thoracic aorta using a special apparatus consisting of a metal tube and ring vascular clamps compare favorably with the experimental reports in the literature using more complicated methods. Anastomosis can be accomplished while maintaining a continuous flow during the procedure except for a very brief period, averaging from one to three minutes, without resorting to a bypass procedure or hypothermia.
This technique can shorten the operating time, plus the fact that end-to-end anastomosis is definitely superior to a bypass procedure. This method may be applied to other parts of the vascular tree by using the appropriate size tubes and ring clamps.
A method is described for the resection and Teflon heterograft replacement of the thoracic aorta in dogs, using specially constructed tube and ring vascular clamps in conjunction with brief interruption of the circulation. The method was used in 17 dogs. Fifteen dogs were followed up for periods of two weeks to five months following the procedure. When sacrificed, no physiologic, neurologic, or cardiovascular impairment was evident on ECG, EEG, and other examinations.
Se describe un procedimiento para la resecci6n y la sustituci6n por un heteroinjerto de Teflon en la aorta torficica de perros, usando un tub0 especialmente fabricado y pinzas vasculares en anillo en combinaci6n con una interrupci6n breve de la circulaci6n. El mCtodo se us6 en 17 perros. Quince de esos perros se pudieron observar desde dos semanas hasta cinco meses. Cuando se sacrificaron no se encontr6 trastorno alguno, ya sea fisiol6gic0, neurol6gico o cardiovascular, por medio del ECG, el EEG y otros eximenes. 
PULMONARY HAMARTOMAS
Ten cases of pulmonary hamartoma were submitted to surgery. One patient was only explored. Resection was performed on nine, enucleation in six, lobectomy in two and pneumonectomy in one.
The usual absence of symptoms, the slow development, the clear nodular radiologic picture, sometimes with calcified or ossified zones of variable structure, give a well-defined picture of hamartomas. However, the exact diagnosis can be established only by a histologic study of the entire specimen. Malignant tumors, especially bronchial carcinoma, may simulate a hamartoma and, conversely, there may transformation. Despite the slow growth of the tumors, they attain considerable size in some cases and cause bronchial compression whikh is capable of causing various symptoms of obstruction and infection of the pulmonary area involved. All of these considerations confirm the desirability of making a surgical exploration of presumable benign radiologic shadows and of proceeding to their extirpation. Enucleation sufflces as the surgical procedure. Pulmonary resections are justifiable for large-sized tumors occupying a large part of a lobe or when there exists doubt as to its nature. 
INDICATIONS F O R ESOPHAGECTOh
Among the benign esophageal disorders for which modifications of esophagectomy and esophagocoloplasty are appropriately adaptable are: corrosive strictures, congenital esophageal atresia, esophageal varices, benign tumors, tracheoesophageal fistula and reflux esophagitis. Treatment of esophageal carcinoma for cure or palliation by supervoltage irradiation therapy and subsequent total esophagectomy with esophagocoloplasty appears to be an improved method of approach. The plan is modified for each patient according to the level of the lesion, regional status of the neoplasm, distant metastases, systemic dY AND ESOPHAGOCOLOPLASTY effects of the neoplasm, and general physical condition. Operative excisional therapy is recommended for all patients except those who are desperately ill. those having nonresectable regional or distant escphageal carcinoma, or those suffering severe cardiac. pulmonary, hepatic, renal or other complicating disorders. Vigorous attention must be given to correcting malnutrition which is the outstanding factor affecting risk status. 
